MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH g =

DEPARTMENT OF PUBLIC MEALTH AND WELFARK 02 B STATEF
DO NOT WRITE AMENDED Registestion District No. o ____ —===Lrimary Registration District No. _‘.'é___ S _{ __Registrar's No. ______i_é__ ILE NUMBER:

ON THIS 5TUS . 3
BF 2. USUAL RESIDENCE (Where decessed lived. If institution: Resldence before

a. COUNTY &Mﬂ# a. STATE m i Adound b SOUNTY Ba/m.y admission)

b. c(:)r'r {If outside corporate limits, give TOWNSHIP only) Length of stay in |b . CITY Insida Limits

TORWN Ca.d.dw;(le 0. O. I‘L Tg"}VN Mbm Yer O No %

c. FULL NAME OF {If NOT in hospltal, give location) Inside Limits d. STREET {1f cutside, give locatian) Renide on Farm

wsmition Oateopathic foopital — jvamwo| "% Route # YuZ No O

3. NAME OF DECEASED Firat Last 4, DATE Month ﬂbay Year

[Type or print) ém ﬂhe Glﬂ/d% D?:TH De.cenbwl /#; /%j

5. SEX 6. COLOR OR RACE 7. Married (X Never Married [J {B. DAIE OF BIRTH | 9 AGE [fasr binhday) [ IF UNDER | YEAR |F UNDER 24 HR

) s Ee Widowed [ Divorced O l_m_ /895? 64 Months | Days Hours Min.

10a. USUAL OCCUPATION (Glve kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY{ 11. BIRTHPLACE (City and state or country} | 12 _CIT ZEN OF WHAT COUNTRY

duting/lrszlitg wnrt’ug life, even if ratired} ] e fn » . U‘S“

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 15. NAME OF HUSBAND OR WIFE

H em.gﬁoma.a MNinnie Saxton Gaonge (harled

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14, SOCIAL SECURITY NQ. | 17. INFORMANT Address

{Yes, no, or %mwn)l (If yes, give war or dates of servic * m ! ! C‘ ! 6 E ﬂl . ) .

18. CAUSE OF DEATH (Enter only one cause per line INTERVAL BETWEEN

PART |. DEATH WAS CAUSED 8Y: N t J o ONSET AND DEATH
1MMEDIATE CAUSE (o) ’ aupes
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Conditions, if any, OUE TO (b)
which gave riss to

shove cayse (o),
stating the under- LJ

yating the vree ] oueo @ BViagated by Coroner's office-

FART 11, OVHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not releled 1o the terminal ART LUl If deceased wat female was
disesse condition given in PART ! (a} there a pregnancy in last 90 dayy,

]D Yer l 0O Nao [D Unknown

Y9, WAS AUTOPSY | 20s. ACCIDENT  SUICIDE  HOMICIDE 70b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of inlury in PART | or PART Il of item 18.)
PERFORMED? [m| =] 0
YES[J NO[O

20c. TIME OF _ Hou Month, Day, Yeor |
INJURY am.
p.m,

20d. {NJURY OCCURRED 20e. PLACE OF INJURY (s.g., in or sbout homa, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, streat, office bidg., ete.)
NOT WHILE AT WORK ]

her .
21. 1 attendad the deceased from. coranards 0afe .. i sew him alive on
Death occurred at 12: 10 p.._m on the date stated sbove, and 1o the best of my knowledge, from the causas stated.
22¢. DATE SIGNED

272, s‘%:;’% . . {Degree Zgﬂ / 27b. ADM@M % /’?_25 _43

23s. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF ETERY OR CREMATORY 23d. LOCATION (City, town, or county) {51212}

REA:\O)}\L (Spacify) /2 24_ /96 3 map[_e,wod C an xe,tm, m;.,a.aowu

24. FUNERAL DIRECTOR ADORESS . DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE ,

(ulver's  (asoville, Miswouwri |[2 -23-/762| fIracr

(Licensed Embalmer's Stdtament on Raverwn Side)

MEDICAL CERTIFICATION

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.
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STATEMENT BY LICENSED EMBALMER

| hereby certify that.the body whose_name is- re;orded.oa the,reverse side of this certificate was embalmed by me,
VP B B 7R £

or by : Student Embalmer No.
working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No. %\50017 .
eme 2 her =y P.O. Addressw_ﬂa

ot } . ) - }
e . T
Note: The above MUST BE SIGNED BY T_HE‘[ICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). ] .
If embalmed by -a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.
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